For the past several years, the training of residents at the Allan Memorial Institute in the techniques of group psychotherapy has been conducted in a seminar group. This procedure was introduced by R. C. A. Hunter when he took charge of the group psychotherapy program in 1955, and continued by the author when he took over in 1959. The seminars have been of a continuing nature with interruptions only for holidays, but the change of residents each summer has resulted in a considerable change in the composition of the seminar group. Thus, from the group psychological point of view, there has been a new seminar each year.
Over the years, a number of crisis situations repeated themselves in the seminar groups with such regularity that they seemed to be concomitants of group interaction, rather than accidental occurrences. It is the intention of this paper to describe these occurrences and to discuss their relationship to training and group psychotherapy. Since these phenomena may have resulted from the setting in which the seminars were conducted, or from the techniques employed by the seminar leader, or both, it would seem appropriate to describe the field in which the observations were made.
The Allan Memorial Institute is a 128bed general hospital psychiatric unit. There are 24 residents who are members of the McGill Diploma Course. These residents come from all levels of training and normally spend only one or two years at the Institute. Some of them have had training in analytic psychotherapy, but the majority are quite unskilled in group and individual psychotherapy.°P resented at Canadian Psychiatric Association Annual Meeting -Toronto, 1963. lAssistant Psychiatrist, Royal Victoria Hospital, Lecturer, McGill University. 216 There are two types of group experience available with a separate on-going seminar for each. There are ten to twelve members in both seminar groups.
I Ward Groups
Each of the four wards, including the Day Hospital which is counted as a ward, has a weekly meeting for the patients and staff of the ward. These meetings are held at the same time on the same day for all wards. The head nurses act as conveners of these meetings with one or two residents assigned to each ward as co-therapists. These residents usually are new and inexperienced in psychotherapy and are assigned to the ward groups to get their first experience in group work. Their role is that of observers, with freedom to participate more actively as they gain confidence and understanding.
These residents and the four head nurses meet 'as a group with the author for a one-hour seminar on the same dav as the ward meeting. The pattern or these seminars is to have one ward discussed on each occasion. Wards are taken in rotation, but this is changed if the therapists from any ward express a need to discuss their ward. It is the nurse who usually acts as the reporter, giving a resume of previous sessions with a detailed description of the morning's session. No written notes are used but the doctors amplify the repon of the nurse. When the report has been completed, the session is open to free and unstructured discussion which falls under three headings:-1) Clarification of the group's unconscious conflicts, anxieties and defences. 2) Counter -transference problems including latent and overt conflict between the staff members.
3) Recommendations on technique.
In this seminar the nurses have been the on-going members, participating for as long as two years. For the residents, however, it has been mainly an exploratory period. The majority of the doctors have left the group after a few months for two divergent reasons. a) Some of them have demonstrated that they were quite incapable of understanding and learning psychotherapy. They have left rhe seminars as the casualties of this type of training. b) The majority of the residents have graduated from this seminar to work with small out-patient groups as soon as they have developed enough skill in psychotherapy, and, more particularly, in the handling of the group situation.
II Small Out-Patient Groups
The second type of group experience takes place in the treatment of small outpatient groups along analytic lines. These groups are relatively closed with six to eight patients. All of the groups have one doctor and a co-therapist who is either a doctor, nurse, clinical psychologist or occupational therapist. All of the therapists meet with the seminar leader for a two-hour session each week.
Reporting and discussion is similar to the other seminar except that the reporters may refer to notes. The notes are dictated immediately after the patient group sessions, and are typed by 'a secretary.
In the seminar sessions the leader encourages the reporters to state their subjective feelings about the sessions and to include any fantasies or thoughts they have had about the treatment sessions. Free-floating informal descriptions which give a living picture of the patients and sessions, are held at a premium. If the reporter fails to give an adequate description in the three areas of, a) the verbal content, b) the emotional climate, and, c) his subjective responses, the deficiencies 'are brought to his attention by the leader or another member, and he is expected to fill in the gaps.
When the report is completed the session is open to free discussion. Some of the basic rules of psychotherapy are adopted in the conduct of the discussion. No questions may be asked. Members are expected to say anything they wish about the emotional response the report has elicited, the manner in which the report was made, the dynamics of the group, the transference 'and countertransference, or how they would have conducted the sessions themselves. Intuitive comments are encouraged with the assumption that the evidence for these intuitions must be clarified. One function of the leader is to help the seminar to link these observations with themes in the report, and to differentiate between statements which can be supported by the report and those which are personal preoccupations of the discussant. This process clearly skirts the dividing line between therapy and training.
The leader's role is that of a passive moderator helping the participants to get a clear picture of what has been going on in the treatment situation, before advancing his own ideas about the nature of the unconscious processes, defences, transference, counter-transference, etc. He gives advice 'about technique only where it seems pertinent to themes he has helped to bring out in the discussion.
In addition, the leader states his subjective feelings and is personally involved without involving his private self. The same rule applies to all of the other participants; personal involvement is a part of the counter-transference and is made explicit by any member, but private concerns imply psychotherapy and are excluded from the seminar.
Seminar Themes
Phase I starts at the beginning of each academic year when the seminar group is essentially a new one, the main work is that of dealing with the pre-conceptions of the therapists. Whether it is from personal life, reading or previous psychiatric training, the therapists are occupied with what Balint termed their "Apostolic function". As this theme diminishes in importance, problems of omnipotent strivings and the many defences against feelings of helplessness become the main concern of the seminar. There is, however, an atmosphere of enthusiasm and idealization of psychotherapy, the Institute and the leader.
As the months pass, the therapist becomes increasingly cautious and inhibited. An air of depression gradually settles on the seminar group. Lateness and absenteeism become a problem. The initial enthusiasm for showing off what they can do is change.d to fear of being criticized by the leader to whom they have developed a dependent attitude. Soon it becomes obvious that a storm is about to break.
The crisis may be precipitated by the leader or one of the therapists. It does not seem to matter who starts it, but it readily emerges that the leader is -angry with the therapists, the therapists with the leader and just about everyone with everyone else. This is a painful experience for all. The therapists complain that t'he leader is idealistic about psychotherapy and hasn't the vaguest idea of the difficulties they encounter. Moreover, they never seem able to accomplish enough to meet his standards. For his part, the leader feels the therapists are not learning and that he is wasting his time with a totally unreceptive group.
When the specific complaints are brought into the open, most of them turn out to be misconceptions. It is found that the leader shares many of the therapists' ideas about the limitations of psychotherapy and of the setting in which they are working. The fantasies about the leader then are seen as projections of the therapists' ego ideals. By stating openly his personal attitudes and feelings, the leader emerges as a human being. He does not attempt to hide in the guise of a therapist by treating the crisis and the seminar members the way he would in a therapeutic group. This fact seems to play an important part in the resolution of the seminar crisis and in the manner in which the second phase develops. In support of this statement is the fact that different groups have said, several months after the crisis, that the seminars have been more productive and less anxietyprovoking since the leader showed his feelings and spoke about himself in a personal way at the time of the crisis.
Phase II follows the crisis and continues for the remainder of the year. The therapists have a more settled and relaxed manner with their groups and in the seminar, and they seem to experience little anxiety about taking the initiative in handling new situations that arise in their groups. In the seminars, they speak more openly about the material that is reported and they do not hesitate to comment on the counter-transference. They include in this statements about the personality and participation of the leader in a way that seems quite free of either petulance or unnatural subservience.
Discussion
In the Phase I period before the crisis the relationship between the therapists and the leader has many of the features of the relationship between the adolescent and the parent, with the two attitudes constantly interchanging. On the one hand, the leader is over-endowed with authority and skill. This is expressed as a 'natural' respect of residents and nurses for a member of the Attending Staff, or as an admiration but more correctly idealization of psychoanalysis as embodied in the leader. Feelings of inadequacy and depression are concomitants of this attitude.
The other attitude is that of defiance and independence. This is expressed by the need of the therapists to conduct the groups according to their individual techniques. The leader is seen as rigid and doctrinaire, or as being out of touch with reality-c'he doesn't know what these patients are like or the real difficulties in conducting groups". Guilt and apprehension are concomitants of this attitude.
The function of the crisis is to bring into the open and analyse the idealization and defiance; the depression, hostility and guilt. Once this has been accomplished, the seminar relationships are more mature and realistic so that the teaching and learning functions of the seminars are freed of the inhibiting effect of group conflict. The therapists who cannot move with the group into the second phase become the casualties of this type of training. These are the persons whose personalities are too rigid or are made too anxious by the personal involvement required in psychotherapy to develop in this type of program. Very occasionally the difficulty is limited to group psychotherapy or to learning in the group setting, but for the great majority who fail in this program, this is only one item in a general failure to think psychologically and to do any kind of psychotherapy.
The differentiation between training and therapy has been both implicit and explicit in the seminars. The fact that psychotherapy and the training of therapists requires personal involvement has been interpreted by many psychiatrists to mean that the trainee's private affairs must be told to the seminar or supervisor. At best, this is disguised psychotherapy for the trainee at the expense of the patient, but this may lead also to abuses on the part of the leader. If he is personally insecure or looking for a following among members of his staff, he may enhance a dependent relationship and idealization of himself without any realistic efforts to either treat or teach.
It is the author's assumption that psychotherapists cannot gauge the emotional climate of the patient group nor understand the underlying dynamics of the material, unless they can allow themselves to become personally involved. If the therapist feels free to react emotion-ally he may, for example, find himself feeling depressive during the treatment session without realizing how he has come to feel that way. Once he has identified this emotion in himself, he may use it therapeutically by reflecting on the foregoing proceedings to identify the source of the group's depression. If he is successful, he may verbalize his understanding in the form of an interpretation or other intervention.
The therapist's capacity to utilize 'his subjective emotions and fantasies in a therapeutic manner depends not only on his capacity to recognize and verbalize them, but also on his capacity to differentiate between those which have come from his personal life and those which are genuine responses to the group.
One of the functions of the seminar and the seminar leader is to help the therapist to develop skill in recognizing the emotional tone and dynamics of his group. This is the reason for having the reports delivered in a way which gives a living picture of the patients and the group sessions, rather than a sterile factual account. Thus, the statement, "They sat like bumps on a log and made me hopping mad", is far more useful than a formalized statement of what everyone said without this subjective observation. The vivid report can rhen be analyzed and group conflicts formulated by the seminar's discussion.
A second function of the seminar is to help the therapist to recognize his blind spots and his counter-transference. It is in the pursuit of these aims that it seems necessary for the leader to maintain a line between personal involvement and the private lives of the participants. A technique from psychoanalysis can be applied here. This is the rule that only material from the analytic sessions should be used in the analysis. Applying this to the seminar means that the members must confine their remarks to the case material reported, the attitudes and emotions conveyed by the reporter and ideas and feelings evoke.d in them by the report and the reporter.
While there is usually ample material from seminar discussions for the leader to understand the personal problems of the members, the application of this rule need not prevent him from using his insights tactfully and with benefit. He can avoid direct therapy and still give helpful insight to the therapists by using his understanding as a guide to the areas that require clarification, and 'as a guide to the level to which his remarks about the patient group may be directed for the greatest effect on the patients and the therapists, For example, the report and the discussion may indicate that both the group and the seminar are concerned with phallic competition. A statement about the patients' conflicts may be put in a way that will help the seminar at the same time, without having to go into the private lives of the seminar members.
The differentiation between training and treatment has been stressed here because the group training program which has been described involves so much of the personal feelings and attitudes of the trainees. There is implicit agreement with Balint's (I) statement that there must be some personality change in the therapists in the course of their training. This statement was made in relation to the training of general practitioners. The group training program has many other similarities to the techniques employed by Balint and his adherents (2) in the training of general practitioners.
On the other hand, the methods of selection, group therapeutic technique and theory are adapted freely from Foulkes (3, 4) but the differentiation between training and treatment are not as sharp as with Foulkes. Based on his many years of experience in group psychotherapy, Foulkes focuses the training seminar more strictly with the group material, and he provides group treatment in a different setting for those therapists who wish it (5) . It seems to the author that it is possible to conduct treatment groups for therapists in a large metropolis like London, where the therapists come from widely separated centres and therapy is not likely to complicate professional relationships.
At the Institute, however, it has always seemed that therapy would cause considerable disturbance among members of the staff who have to work closely with each other. This has been the reason for following Balint's technique of maintaining the difference, but at the same time allowing for a large degree of personal involvement and indirect therapy. to the resident whose emotional difficulties impede or inhibit the acquisition of the new skills that are being taught to him. A sensitivity to such difficulties amounts to an occupational hazard in psychiatric teachers, unlike other types of teacher, regardless of what they recommend doing about them, as the proceedings of the A.P.A. Teaching Institute in Montreal (Nov-ember, 1958) showed. Their recognition in the student, especially as they are related to the substantive material of clinical psychiatry or its techniques, inevitably imposes on his teachers an obligation to help him with them at least up to a point. In any case, the separation of counselling and teaching into two distinct aspects of residency training is probably more of an organizational or technical necessity than a logical one. Whitehorn pointed out that: "Although the educational function of the Department of Psychiatry is teaching and not treatment, they cannot be sharply separated since both aim to produce modification in the student". Approaches to this problem have been curiously diffuse. While everyone pays at least lip-service to the need for counselling, few specific recommendations have been made. The obvious exception to this, of course, are the psychoanalysts who have tradition and several generations of observations to back up their stand that adequate treatment of the candidate is an indispensable part of his training in the use of specifically psychoanalytic techniques. Their view-point and deliberations on this matter are open to scrutiny, as in the papers published from the Symposium on Problems of Analytic Training at the 18th International Psychoanalytical Congress at London in 1953. Other suggestions in the literature range from 'modified analysis', to more intensive supervision orientated towards reducing resistances to learning and practising.
DISCUSSION of Dr. Stauble's Paper
Many of the recommendations make good sense as normative procedures based on existing local facilities but there are very few data on what one might call the reasonable minimum of counselling that should be made available in various teaching situations. Residents, subject matter and mode of presentation all vary from centre to centre, and within a centre, from teacher to teacher. Studies on the dynamics of the learning process under defined conditions may, if taken in the aggregate, help to clarify the more basic issues involved in teaching residents various types of clinical skills.
It is in this area of defining the setting, the task, and the training technique that I feel Dr. Stauble has made a useful contribution. However, I for one, regret that he has not made more clear the important distinction implied by the two terms: 'personal' and 'private'. In my own experience, the one frequently merges over into the other, and the teacher can be as hard pressed to steer some residents away from private disclosures as he may be to obtain any subjective material at all from some others. In short, promising though the differentiation between personal and private may be, it is still ill-defined and is as yet no substitute for tact and skill on the part of the teacher if he is to successfully reduce resistances to learning and help his students to exploit their empathy, intuition and theoretical knowledge.
Therefore, it should be borne in mind that there are many different kinds of small group teaching commonly used in medical and psychiatric training. These vary from didactic lectures given to small groups of students in which little or no student participation is expected nor desired, through group-tutorials, to the sort of experiential teaching that Dr. Stauble has described. Not all types of material are equally suitable for exposition by any or one of all these methods nor are all teachers equally well equipped to use them. I think most group psychotherapists would agree that teaching through experiencing in a modified group therapy setting is probably the most appropriate and effective method at present available for teaching group psychotherapeutic techniques.
This should not be construed however, as constituting an entire course in group therapy. A good deal of didactic teaching, reading assignments etc., should be combined with it if the best results are to be obtained -results which can be judged by standards of occupational efficiency in the residents.
Resume
Cet article decrit le programme de formation des rnedecins residents et du personnel auxiliaire, a la theorie et a la pratique de la psychotherapie de groupe, programme que dirige rAllan Memorial Institute depuis 1955. Le cours se donne sous forme de seminar ininterrompu auquel assistent les therapeutes et cotherapeutes qui s'occupent des groupes de sujets externes. Cette methode de traitement a ere lancee par R. C. A. Hunter en 1955 et continuee par 1'auteur lorsqu'il a pris charge du programme en 1959.
Deux genres de groupes d'experience sont ji la disposition du personnel: ( 1) les groupes de salle, diriges par les residents et les infirmieres, et (2) de petits groupes de sujets extemes, diriges par des residents et des infirmieres, des psychologues cliniciens ou des ergotherapeutes en qualite de cotherapeutes, II y a deux seminars ininterrompus pour Ie personnel qui prend part aces deux genres d'experiences de groupes.
La seance de seminar consiste de rapports par les divers therapeures sur les deliberations de leur groupe, avec dis-cussion de la matiere, du transfert et du contre-transfert.
L'article decrit egalement la facon dont les participants au programme doivent se mettre en cause d'une maniere quelque peu personnelle tout en se gardant de transformer Ie seminar en un groupe rherapeutique plutot qu'en une situation de formation. La ligne de demarcation entre la therapie et la formation dans les seminars est traitee assez longuement par l'auteur. Celui-ci erablit egalement les rapports entre la facon dont ces seminars sont diriges et Ie modele d'autres seminars analogues diriges par S. H. Foulkes et Michael Balint.
All happy families resemble each other, each unhappy family is unhappy in its own way.
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